INTRODUCTION
Although at least 20 outbreaks of Ebola virus disease (Ebola) have occurred since the virus was first recognized in humans in 1976, the 2014 outbreak was unprecedented in size and severity. By the end of December, over 20 000 persons had been infected and close to 8000 had died, with 99% of cases originating in the West African nations of Guinea, Liberia and Sierra Leone (WHO, 2014a). As of 3 December 2014, 622 health workers had been infected of whom 342, or 55.0% had died (National Institute for Communicable Diseases, 2014) . Poverty, a weak health care system, lack of access to resources, recent civil conflicts and their aftermath and the prevalence of informal settlements, with overcrowded living conditions and weak hygiene infrastructure (Snyder et al., 2014) , are key among the broader social determinants of Ebola. Yet even the most vulnerable communities also possess important assets that, when valued and mobilized, can make a difference in the prevention and containment of this most serious emerging infectious disease since HIV/AIDS disease.
The missing link in Ebola control efforts to date may be the early, active and sustained engagement of communities, their formal and informal leaders, social and health networks and experiences and lay knowledge, to help inform the work of external disease control teams, in partnership with the affected communities. The predominant focus on surveillance and prevention of viral transmission, while understandable, has inadvertently stigmatized and created fear-driven responses among affected individuals, families and communities. These same communities, however, are the repositories of often unrecognized or unappreciated knowledge and experience that comprise sustainable assets towards disease prevention and control. While rigorous adherence to both standard infection prevention and control (IPC) precautions, and safety standards for Ebola and other viral haemorrhagic fevers (VHFs) containment is critical, we can be more successful in control efforts if we integrate local community knowledge with that of IPC medical teams. In an environment of trust and engagement, the contribution of communities as partners promotes respect for and important new knowledge about cultural values, customs, practices, contexts and concerns. For example, community members have observed children waiting under trees to eat fruit dropped by fruit bats-potential transmitters of the Ebola virus.
Community partnerships can prevent rumours, fear and distrust that have sometimes resulted in the hiding of ill or dying family members. WHO guidelines on safe burial of Ebola victims (WHO, 2014b) exemplify the utility of this approach. Prepared in consultation with medical agencies, community members and faith-based organizations, the guidelines stress that while burials must be safe, they can still be dignified, taking cultural and religious beliefs into account and, in the process, building trust with communities.
Drawing on the insights of health care workers and community members from diverse African nations, we propose eight interconnected steps for engaging communities and their lay knowledge in a safe, but more inclusive evidence-driven response to disease prevention and control. Each step is grounded in 'practice-based evidence' (Green, 2008) and evidence-informed practice from health promotion and disease prevention, including substantial literature on community engagement Gibson et al., 1998; Corburn, 2005; Mosavel et al., 2005; Marais, 2007; Minkler and Wallerstein, 2008; Chirowodza et al., 2009; Lavery et al., 2010; CDC, 2011; Wallerstein et al., 2015) .
The eight-step approach is aligned with the new Community, Assets, Responsiveness and Evaluation (CARE) Model being developed for front-line infectious disease control practitioners (Marais et al., 2014) . The CARE Model offers guidance for the development, implementation and evaluation of community-engaged responsive and culturally congruent control efforts towards prevention, treatment, containment and self-care of Ebola and other VHFs. Yet health promotion theorists and practitioners, who understand the importance of working with, rather than on communities, must also be part of the dialogue on participatory efforts to prevent and contain Ebola and other VHFs.
EBOLA VIRUS DISEASE: A BRIEF OVERVIEW
Although the virus causing Ebola has been present in fruit bats and marsupials for at least 10 million years (Taylor et al., 2014) , the disease was first recognized in humans less than 40 years ago (WHO, 2014b) . Caused by a filovirus in the same category as Marburg and other VHFs, Ebola outbreaks, until now, have been small, and none has been as deadly or geographically widespread as the current outbreak in West Africa. This outbreak was first notified by the WHO in March 2014 which declared it a Public Health Emergency of International Concern in August (WHO, 2014b) . Although some areas, e.g. Senegal and Nigeria, appear to have successfully contained the disease, its persistence in Liberia, re-emergence in Mali McNeil, 2014) and increasing intensity in Western and Northern Sierra Leone are cause for concern. The traditional course of Ebola is well documented (Preston, 1995 (Preston, , 2012 WHO, 2014b) . Humans become infected with the virus through contact with meat or leftover fruit/food from infected fruit bats, primates and some antelopes. The virus does not spread through air, water, mosquitoes or other insects. Person-to-person transmission occurs through direct contact with broken skin or mucous membrane; blood and body fluids, including, but not limited to, urine, saliva, perspiration, faeces, mucus, vomitus, breast milk and semen. Further, the virus has been detected in the semen of men for up to seven weeks after recovery from Ebola. Accordingly, recovered men are advised to abstain from sex (including oral sex) or to use condoms for up to 3 months to help prevent transmission of Ebola (CDC, 2014 etc.) . The virus additionally can be spread through contact with contaminated objects, clothing and bedding, and frequently also is transmitted through close contact with the bodies of people who have died of Ebola.
The incubation period (time interval from infection to onset of disease symptoms) is 2 to 21 days. Symptoms of Ebola include sudden onset of fever and fatigue, muscle pain, headache, sore throat with progression to diarrhoea, vomiting and organ failure and in some cases, both internal and external bleeding which are often fatal if untreated with supportive care-rehydration (oral and/or intravenous fluids), and treatment of specific symptoms. Although a range of potential treatments is being evaluated, there is currently no proven curative treatment or licensed vaccine available for Ebola. The appropriate ways to manage the incubation period also are contested, with some exposed health care workers, for example, honouring self-imposed limitations on their movements and associations, and others choosing to ignore government imposed limitations, including those in some European and North American regions, where returning heath care workers are subject to different rules depending on the country of departure or state or country they enter.
Ebola outbreak containment is achieved through measures that include IPC precautions, case management, contact tracing, health communication and community education, ideally guided by and implemented in partnership with the affected communities. Following a brief review of community engagement, we discuss eight steps that can make a difference in the critical, and too often ignored, community partnership dimension of containment efforts.
COMMUNITY ENGAGEMENT AS A FRAMEWORK FOR JOINT ACTION
Numerous scholars, practitioners and organizations including The Global Fund (The Global Fund, 2014) , NIH (NIH, 2014) , WHO (WHO, 1986) , the CDC (CDC, 2011), the Pan American Health Organization (Wallerstein and Duran, 2006) and the Institute of Medicine (Gebbie et al., 2003) have offered guidance on authentically engaging and partnering with communities (Labonte, 1993) in planning, implementing and evaluating relevant public health responses, including culturally effective methods of tracking and treating the disease and monitoring results (Calain, 2007a,b) . To date, however, and with some important exceptions (Dramowski and Mehtar, 2014; Marais et al., 2014; Reaves et al., 2014; UNICEF and WHO, 2014; WHO, 2014b) , the response to Ebola and other VHFs, while understandably focused on IPC safety protocols, has missed an opportunity to work closely with affected communities and their trusted leaders from the outset. The steps below, while not new to health promotion researchers and practitioners, are tailored to Ebola and other VHFs. Although presented in a linear format, the steps are interconnected and overlap will occur in practice, as will further adaptation to the culture and context of affected communities.
Step 1. Prepare to enter the affected community Just as medical control teams would not enter households and communities affected by Ebola or other VHFs without the proper personal protective equipment, a sincere effort should be made by the health care team before entering each community to learn about local culture and governance structures and to identify respected leaders and other key decision makers who allocate resources and provide links with other associations and networks. Such information can be gathered prior to entry from a variety of sources such as Internet data bases, relevant literature and community-based organizations operating in the region.
Survivors of Ebola and other VHFs may also be invaluable sources of information if they can be reached and are comfortable sharing their experiences. For example, at the recent first Ebola survivors conference in Sierra Leone, survivors revealed their stories, including both physical and psycho-social after-effects of the disease, and considered how they might contribute to containing the first Ebola epidemic the world has ever known (WHO, 2014c). The global organization Slum/Shack Dwellers International (SDI) (www. sdinet.org), which operates in 33 nations in Africa alone, is an important source of information about informal settlements or slums. In Sierra Leone, 97% of the urban population lived in such settlements by 2005 (UN, 2006 /2007 , whose abject living conditions are major contributors to the spread of Ebola (Snyder et al., 2014) . Through SDI, local residents, often in partnership with universities, collect detailed information on their communities using GPS, door-to-door surveys and other means. SDI members can provide vital information concerning local infrastructure (access to safe water, sanitation, etc.) whether suspected cases or rumours about Ebola are present, as well as their community's perceived level of readiness to engage with outside medical personnel (Corburn and Karanja, 2016) .
Prior to entering the community, it is important to contact a trusted and well-recognized community leader who will serve as a 'cultural guide' (Roe et al., 1995) . But knowing how best to approach such a leader respectfully in accordance with local cultural practices also is critical. In some communities, this may include bringing food gifts, while in others, such gestures could be seen as offensive. It will also be important to ensure that the local leader or another trusted person be on hand who is fluent in the local language or dialect, and can assist with the contextual application of some words or phrases.
Finally, locally appropriate media should announce, in multiple languages if needed, plans to engage a community or communities. Such information can prevent communities being caught unawares by entry of health care workers in 'space suits', sometimes accompanied by armed military or police personnel.
Step 2. Enter the community with cultural humility-and with local respected leaders As Tervalon and Garcia (Tervalon and Garcia, 1998) point out, while we can never be truly competent in another's culture, we can approach communities and their members with cultural humility-a commitment to self-reflection about our own biases, to learning about other cultures and community expertise (knowledge, skills and experiences), and to forming respectful and trusting community partnerships. The need for cultural humility refers not simply to race/ethnicity or social class, but to our status as physicians or other health care professionals as well (Tervalon and Garcia, 1998) . In the context of Ebola, this means both sharing the rationale for and context of the VHF/IPC medical protocol and indicating, at the onset, a recognition that the 'community protocol'-local customs, beliefs, knowledge and practices-may have important contributions to make, without compromising safety.
Critical to demonstrating cultural humility in the context of Ebola is having the Coordinator/Head, or representative, of the VHF/IPC medical team enter and approach each affected community accompanied by one or more recognized and trusted local community leaders as indicated above.
Step 3. Identify additional respected male and female community leaders
Although entering the community with a respected local leader is an important way of showing the respect necessary for acceptance and initial work together, to be effective, others need to be involved as well. Of particular importance is identifying imams, priests, traditional healers and community health workers (CHWs), popular teachers and other individuals of both genders who have the respect of community members. Identification of such individuals does not require a lengthy academic stakeholder identification process; rather, questions like the following may be asked:
• Who do people go to here for advice or help?
• When the community had a problem in the past, who came together to help solve it? • Who gets things done?
• Who are some other respected community leaders? If no women are mentioned, ask which women have the trust and respect of the community and/or of other women.
• Whose voices are the most influential-in decision making? (Eng and Blanchard, 1990; Hancock and Minkler, 2012) .
Information gathered from this dynamic process, including the names of people identified multiple times, will inform the establishment of an integrated community-medical partnership team. This team in turn will lay the foundation for authentic community engagement, increased reciprocal awareness, bi-directional communication and knowledge dissemination and enhanced acceptance and implementation of the VHF/IPC approach. Of particular importance is also finding ways, early on, to involve survivors of Ebola, who not infrequently are shunned by some in their communities and branded as 'witches' for surviving (WHO, 2014c) . Survivors may be trained as peer health promoters, for example, helping to identify and promote community-responsive recommendations and actions, while sharing their unique understanding and survival of this disease. Such engagement in disease prevention, treatment and containment may also help in the psycho-social recovery of individuals and in their destigmatization within communities.
Step 4. Organize regular community meetings to promote reciprocal learning and establish trust and respect
Low resource communities around the world are accustomed to meetings called by outsiders, in which they are informed of a new health threat and the need to comply with directions. Such meetings often are poorly attended and sometimes promote fear or further feelings of disconnect between health authorities and local residents. An alternative approach, grounded in cultural humility, involves having respected community leaders organize the meeting, in a popular community meeting place and on the community's timetable. Rather than calling or running the meeting, a few medical team members are invited as guests. The goal of the meeting is to engage in reciprocal learning and disease control actions based on facts, not fear.
Community meetings also provide a good platform for assessing 'community readiness' to help design, implement and evaluate required infection prevention and disease containment activities. Such community readiness may be indicated by the support of community leadership, the willingness and capacity of local people to participate (time, skills, supplies, etc.) and on-site mentoring (Edwards et al., 2000; Ethnic Centre, 2014) . The dynamic process of developing community readiness has been described by Edwards et al. (Edwards et al., 2000) as progressing from no awareness and denial-the reported stages of many West African communities regarding Ebola until recently-through vague awareness, preplanning and other stages of involvement and commitment, eventually achieving full engagement.
With this improved understanding and community readiness, a discussion would follow to identify aspects of the VHF/IPC protocol that might then be adjusted to improve cultural congruence, without any risks to individual resident/health care worker or community safety. As discussed below, something as simple as making time for a brief prayer before a family member with EVD/VHF symptoms is taken away for admission to a hospital/ treatment centre can make a real difference to a family and a community and may improve overall acceptance and promotion of the safety protocol.
Beyond the respected leaders and others taking part in an initial discussion, medical team members should underscore that communities possess a wide range of assets (Hancock, 2001) . Community members can map these assets (McKnight and Kretzmann, 1988, 2012) for strengthening prevention, treatment and self-care. Assets may include faith-based groups and spiritual leaders, traditional healers, schools, youth and elders, market traders, barbershops and hairdressers, food stores, taxi drivers, CHWs and survivors of EVD/VHFs and their families. It is vital also to identify, with the communities, the most appropriate modes and methods for two-way knowledge dissemination and activation, and community education.
Beyond identifying community resources that can be mobilized to help address a disease outbreak, the very process of community mapping sends an important message. As McKnight and Kretzmann (McKnight and Kretzmann, 1988, 2012) note, it helps move away from the 'deficit mentality' which sees communities as a bundle of pathologies, to help create instead an 'inventory of capacities'; in the process, community members and outsiders alike may see these communities in a new, more positive light.
The discussion of community assets will undoubtedly also include gaps such as shortages of resources and services, and other risks that need to be part of a communityinformed response. In many communities in West Africa, markets, businesses, schools and colleges have been closed for some time. Thus, while the cost of food is escalating, income is decreasing, giving rise to other poverty and stressrelated diseases that may be overlooked by Ebola-focused experts. Another concern is unrecognized 'post-Ebola syndrome' amongst survivors of the disease. This is marked by long-term disability, including frequent vision problems, making resumption of their former lives difficult, especially if manual work is involved, such as for farmers, labourers and housewives (WHO, 2014c). With guidance from the local leader/s and the community team, the medical team may be helped to better understand some of the broader individual and community risks. Where feasible, the engagement of children in asset and risk mapping may offer deep insight into the structural determinants of health, and sensitive and difficult-to-capture issues identified by children can create a platform for further exploration amongst adult community members (Kadir et al., 2013) . Finally, community members may help facilitate a process of turning problems into assets, as when nursing and medical students in Sierra Leone whose schools were closed went on bicycles to find suspected new Ebola cases (Redd, 2014 ).
Step 5. Develop a safe, collaborative community-medical Ebola/VHF control protocol
The above steps will pave the way for a communityengaged response to Ebola and other VHFs. Based on shared knowledge, the VHF/IPC protocol now would be adjusted to reflect community-responsive and culturally congruent control, without compromising standard IPC precautions and safety. Regular updates to family members on the location and health condition of their loved ones is a simple but important step identified by community members but other, more complex issues, also must be considered as part of an adjusted, culturally responsive VHF/IPC medical protocol.
From our conversations with community members and leaders in Sierra Leone, Liberia, Nigeria, Kenya and South Africa, as well as consultants with WHO and other organizations such as Infection Control Africa Network (ICAN), we offer several possible protocol adjustments in relation to one of the most difficult and important cultural rituals: burial. Because the body of a person who has died of Ebola is at its most contagious state, attention to safety protocols is paramount. Yet even here, safe options for burial rituals should be decided with the local community on a case-by-case basis. For example, the new WHO (WHO, 2014b) protocol suggests inviting the bereaved to be involved in digging graves (at least 2 m deep) for relatives, and providing options of a safe alternative to the ritual touching and washing of the dead. For instance, family members may be offered the opportunity to participate in the lowering of the coffin/body bag whilst wearing protective gloves (Dramowski and Mehtar, 2014) . The agreement on alternative safe options for family involvement in burial rituals may reduce the practice of hiding bodies from burial teams, a risk factor that contributes to the spread of Ebola.
In some settings where many low-income residents own their own coffins, it may be that having the double-wrapped body placed in the person's coffin, followed by a brief prayer/blessing and/or traditional song and dance without physical contact before the body is taken away, would be safe and culturally appropriate. Yet because some urban communities still bury their dead in rural/ancestral lands, bodies may have to be transported long distances-a fact which could make such a practice unfeasible. In such instances, however, other, albeit more modest, adjustments may still be made, such as returning the ashes for traditional burial.
During this delicate process of discussing possible adjustments to the VHF/IPC medical protocol, every effort must be made to address tensions as they arise, and to carefully deal with conflicting opinions, as they can quickly threaten the trust building that has already taken place (Butterfoss, 2013) . As disagreements emerge they should immediately be addressed at joint community-medical partnership team meetings to continue building trust and respect, increase knowledge and address any new myths or rumours that have surfaced. Reciprocal learning, critical reflection and trust will again be a key part of this broader community meeting.
Step 6. Facilitate continued, multi-method communication
Interpersonal communication is often the most important means of information sharing at the community level and can be invaluable in 'getting the word out' about safe practices and new medical protocol adjustments. Yet word-of-mouth communication also has the potential to spread rumours and misinformation, which must be corrected quickly with accurate information from trusted sources. The fact that the new protocol will likely undergo further adjustments as new facts are uncovered also underscores the need for a system for regular, factual and timely knowledge transfer between the community and VHF/IPC medical team/s. Regular joint meetings and progress reviews are critical (Prata et al., 2012) .
In addition to regular meetings and interpersonal communication campaigns led by trusted sources, contextually appropriate strategies to counter rumours and provide new information may include radio, posters, leaflets, music/ video, social media, street theatre and cell phone texting using sms and other available (free) apps, where feasible and appropriate. For example, the very popular 'Sierra Leone's Refugee All Stars' recently recorded a song about the Ebola crisis that will be widely played in West Africa (http://sierraleonesrefugeeallstars.com) and a short film conveying factual information about Ebola and dispelling rumours is widely available on the Internet (http:// weowntv.org). Hip hop songs are being aired on local radio and social media platforms in Liberia to influence health behaviours and social change towards Ebola prevention (Del Rowe, 2014) . Additionally, efforts are already underway for partnership with a major cell phone provider that has committed some funding for a system that would encourage community members to call in with questions or information that may be vital to prevention and containment efforts.
Step 7. Assess process, progress and outcomes Tracking of progress, successes, failures and costs (Gibson et al., 1998) is critical both for the current effort and for sustainability. To track the acceptability and effectiveness of a community-engaged response to Ebola and other
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VHFs, continued attention to community and cultural context throughout the disease prevention, treatment and control continuum must be maintained. Three overarching questions are as follows:
• How responsive are the overall efforts in adhering to the collaborative community-medical Ebola/VHF control protocol? • Is the protocol responsive and culturally congruent without compromising safety? • Is the joint protocol perceived by the WHO and the national leadership as improving the community's responsiveness to and trust in the disease control efforts?
Effective tracking to acknowledge success and identify required corrective actions necessitates the establishment of baseline indicators for repeat assessments. Following agreement on the adjusted Ebola/VHF control protocol, the community-medical partnership team should jointly establish clear indicators for assessment of progress, outcomes, capacity building, participatory activities and processes (Minkler et al., 2006; Marais, 2007; CDC, 2011; Butterfoss, 2013; Wallerstein et al., 2015) . Part of the regular community meetings in Step 4 should be used to conduct repeat participatory assessments in order to identify progress towards meeting the agreed upon indicators, the adequacy of or need for additional support and resources and change-producing actions.
As noted above, it is also important to seek information from Ebola/VHF survivors and their families and engage them in obtaining feedback from others, including children, who have survived the disease or lost family members. Such individuals may provide critically needed information on caring for survivors with post-Ebola syndrome that leads to long-term problems-physical, mental, social and economic (WHO, 2014c) . Finally, their insider knowledge may be of great help in the design and testing of supportive programmes for Ebola survivors and their families. Nurses and CHWs can facilitate 'verbal autopsies' (Engmann et al., 2012; WHO, 2012) , focusing on which aspects of the community-medical Ebola/VHF control protocol were or were not adhered to in the cases where patients were lost. This process, successfully used in Northern Nigeria and elsewhere to study difficulties encountered in attempts to reduce maternal mortality, can yield a wealth of information, particularly when conducted soon after a death has occurred (Engmann et al., 2012) .
Based on information gleaned from the repeat assessments and other data sources, additional realistic and safe adjustments can be made to maintain and strengthen a community-engaged and culturally congruent protocol for the prevention and control of Ebola and other VHFs.
Step 8. Plan for sustainability
Planning for the departure of the VHF/IPC medical team members will be facilitated in concert with the community team, leaders and members so that the empowering process of prevention, treatment and self-care continues by the community and for the community in partnership with local health care workers and authorities well into the future. Of particular importance will be ensuring the continued training and support of CHWs, and clarification of their potentially changing roles in the process. Although Sierra Leone has a detailed government policy in this regard (Ministry of Health and Sanitation, 2012) , other areas such as South Africa (Clarke et al., 2008) have emphasized the need for more clarity going forward, which would only be intensified should an outbreak of Ebola or another VHF take place there. Laying careful groundwork for sustainability, including early building of individual and community capacity, is critical if a new or repeat crisis is to be averted or mitigated (Lavery et al., 2010) .
Before departure, the VHF/IPC team should ensure that the local public health care team has established a strong working relationship with the community team to sustain a proactive and dynamic community-medical partnership approach. This, too, will be essential for long-term sustainability and to reduce reliance on external support, which some African leaders see as perpetuating dependency over the long term (Lederer, 2014) . It also will lay important groundwork for effective community engagement and safe and culturally appropriate responses to VHFs or other communicable diseases in the future.
DISCUSSION
In highlighting the general neglect of lay knowledge and community leaders and members as partners in recent efforts to contain the worst Ebola outbreak in history, we in no way mean to downplay the critical role of VHF/IPC medical teams, health care workers and support staff who risk their lives daily in efforts to prevent and contain this deadly disease. Worthy of note, too, are the health care workers, community members and others who contract Ebola yet return upon their recovery to continue to assist in prevention and control efforts.
Effectively addressing the Ebola outbreak requires vastly increasing the number of health care workers, on all levels, and improving the health care infrastructure, including provision of personal protective equipment and other worker safety measures, many new and upgraded treatment centres and better surveillance and reporting systems. Ongoing and updated training and support of CHWs also will be critical. As noted above, Sierra Leone had developed a detailed policy on CHWs prior to the Ebola outbreak (Ministry of Health and Sanitation, 2012), emphasizing their vital role as community liaisons and clarifying their multiple functions and roles in the context of a more decentralized health care system. Yet the Ebola outbreak has added far more complexity along multiple dimensions of their work and relationships with local communities. Earlier work in South Africa has suggested that 'political expectations of CHW interventions threaten to overwhelm CHW activities' (Clarke et al., 2008 )-a reality that could be particularly problematic in the context of a crisis like an Ebola outbreak. Yet as we and others (Dramowski and Mehtar, 2014; Marais et al., 2014; Reaves et al., 2014; UNICEF and WHO, 2014; WHO, 2014b) have argued, approaches which rely solely on a medical model of prevention and treatment and fail to early and adequately engage communities as vital partners in this effort can miss valuable opportunities to improve the cultural and social acceptability of VHF/IPC protocols, while still maintaining safety.
Many examples of community engagement in public health in Africa Mosavel et al., 2005; Chirowodza et al., 2009; Prata et al., 2012; Kadir et al., 2013; Reaves et al., 2014) ; and elsewhere (Gibson et al., 1998; Corburn, 2005; Minkler et al. 2006; Marais, 2007; Wallerstein et al., 2015) have informed our efforts to develop a contextually appropriate partnership approach for addressing Ebola. Prata and colleagues' (Prata et al., 2012) successful efforts to reduce extremely high rates of maternal mortality in Northern Nigeria illustrate that even when working under deeply hierarchical political and social conditions and in extremely impoverished communities, a modest level of community engagement can make a substantial difference in both health outcomes and capacity building. Chirowodza et al.'s (Chirowodza et al., 2009 ) engagement of local residents in community mapping to better assess and inform HIV/ AIDS treatment availability in South Africa also is instructive, in part in pointing out the limitations of 'outside expert' knowledge and understanding of true community identity and place, as well as geographical and other barriers to access. In a now classic study in Togo and Indonesia comparing intervention and control villages, Eng and her colleagues illustrate how community involvement in a water project had both shortterm effects and longer-term consequences for significantly enhanced participation in an immunization campaign. Calain's (Calain, 2007a) pilot studies in four low resource countries underline the need to build capacity and 'empowerment of front-line health workers and communities for an effective surveillance system' ( p. 13). He further argues that such an emphasis on local empowerment is likely to be more effective than many more expensive interventions. Finally, in Firestone, Liberia, a communityengaged response to the Ebola outbreak led to substantial victories, with community members identifying suspected Ebola cases, agreeing to voluntary quarantine in special facilities, and greatly diminishing the stigmatization of survivors of the disease. As Reaves et al. (Reaves et al., 2014) have noted in reflecting on this experience, 'The education, social mobilization, and reintegration programs, as well as the visibility of supervisors and leaders in the community, likely contributed to these successes'.
The interconnected eight-step approach we advocate is clearly in need of rigorous field testing and subsequent refinement and adaptation to particular contexts and circumstances. Full application of the model further may be resisted by health authorities and others concerned about the time-intensive nature of the process, particularly in situations like the current and unprecedented Ebola outbreak in West Africa. Yet as we have argued, when ill family members are being hidden, and highly contagious bodies buried unsafely due to fear and misunderstanding, adherence to a strictly medical IPC and safety protocol that does not include community trust building and partnership may be doomed to failure. The process we describe will add some front end time, yet even in situations of extreme urgency, the payoff is likely to be substantial. The model we offer, if successful, may leave behind enhanced community capacity and trust, and an approach to community-medical partnership that may be adaptable and scalable in many parts of the world to address subsequent outbreaks of VHFs, or other contagious diseases.
